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Abstract

Nepal has had devastating earthquakes compounded by economic struggles, social and political
crises. There is evidence of significant psychological distress but few mental health resources.
The current project’s aim is to provide the people of Nepal who are experiencing emotional
distress with information about improving their lives in a way that otherwise would not be
available in rural health centers. For this purpose, a culturally sensitive and valid adaptation of
Healthy Habits for Emotional Well-being into Nepali was created following World Health
Organization guidelines. Implications for its use were discussed, along with possible future
directions for continued outreach efforts.
Keywords: mental health, global health, rural health care, psychosocial support,
Nepal

CROSS-CULTURAL ADAPTATION
Cross-Cultural Adaptation of an Instrument to Address the Mental Health Needs in Nepal
Cross-cultural programming and research often involve translating materials into a
different language from the language in which they were written. There are often cultural and
linguistic differences between countries that renders verbatim translations problematic in that
some words do not have literal translations into other cultures and idioms in one language may
not translate well into other languages. Words in one language may not have the same meaning
in another language (Hilton & Skrutkowski, 2002).
The goal of translating and adapting an instrument is to achieve a cross-cultural
adaptation (CCA) of cultural equivalence by following a systematic process (Chavez & Canino,
2005). The general procedure for translating questionnaires from one (‘original’) language to
another (‘target’) language was outlined by Brislin (1970), the key of which is to have a
translation from the original language to the target language and then for another person to
translate from the target language back to the original language. This ‘back’ translation allows
for a comparison of the original wording to the translated wording for accuracy, and for the
cultural equivalence of the two translations.
There is, however, a lack of consensus on the specific procedures that should be taken in
creating a culturally equivalent instrument. While Brislin (1970) recommended 5 steps in the
process, others specify as many as 12 steps in the process (Chavez & Canino, 2005). For the
translation of lengthy psychological tests into the Nepali language, Van Ommeren et al. (1999),
have recommended the use of a translation form. A comprehensive review of cross-cultural
adaptations (Epstein, Santo, & Guillemin, 2015) was unable to find consensus among experts in
the field concerning the best model to employ for CCAs. Most methods included use of
committees, focus groups, and back translations. They concluded that “[r]esearchers should
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choose any validated method of adaptation that seems the most appropriate in the context of the
questionnaire of interest” (Epstein, Santo, & Guillemin, 2015, p. 439).
Statement of Purpose
Numerous mental health symptoms including those related to depression, anxiety, PTSD,
substance abuse, and suicides are evident in Nepal, without adequate resources to address them.
The aim of the current project is to create a culturally sensitive and accurate adaptation of an
instrument to promote healthy lifestyles from English into Nepali. The model chosen for this
project deemed appropriate for such a translation has been recommended by the World Health
Organization (WHO, n.d.). WHO has established a methodological guideline based on the
refinement of the process across numerous studies for forward and back translations of
instruments from original languages into those of target languages. Those steps consist of a
forward translation, the use of an expert panel, a back translation, pretesting, a final version, and
documentation.
Review of Literature
Nepal is a diverse country, comprised of more than 125 ethnic groups dispersed among
seven federal states. Mountains and hills occupy 77% of the country, with 50% of Nepal’s
population of 29,000,000 people occupying these part of the country (United Nations, 2017).
In April and May of 2015, two major earthquakes struck Nepal, 83 km northwest of
Kathmandu (KTM). As a result, more than 8,700 people died, and 25,000 people were injured. A
third of the population of Nepal, nearly 10,000,000 people, was displaced. More than 750,000
homes were damaged or destroyed in these, the worst earthquakes to hit Nepal in 80 years. Prior
to the earthquakes, Nepal experienced civil unrest as well as socioeconomic factors such as
poverty that affected much of the population (Sharma, 2006).
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A mental health survey conducted within months of the earthquakes (Kane et al., 2018)
found a high incidence rate of depression, anger, suicidal ideation, and alcohol abuse. In the
aftermath of these devastating earthquakes, the WHO and the Nepal Ministry of Health cosponsored a Mental Health and Psychosocial Support (MHPSS) Project (United States Agency
for International Development, 2016), with auspicious goals such as training 35 psychiatrists and
psychologists to use Eye Movement Desensitization and Reprocessing (EMDR) (Shapiro, 2018)
to treat posttraumatic stress disorder (PTSD). EMDR is a psychotherapy procedure to lessen the
impact of traumatic events.
Unfortunately, MHPSS efforts in Nepal and elsewhere have been characterized as being
inadequate and poorly coordinated (Sherchan et al., 2017). In addition, there is a gap in the
continuum of care for mental health in Nepal such that there is a lack of sustained psychological,
social and behavioral interventions (Chase et al., 2018). Adhikari and Mishra (2016) described
the general health care situation in Nepal in which there are many fewer doctors in Nepal (0.17
per 100,000 population) than is recommended by the WHO (2.3 per 100,000). Medical training
occurs primarily in Kathmandu and other larger cities, “depriving those living in rural regions of
Nepal” (Adhikari & Mishra, 2016, p. 2740), despite 80% of the population living in villages,
often remote from, and inaccessible to, the country’s centers for medical training.
Health care is provided through a network of primary health care (PHC) facilities
throughout Nepal (Jha, 2013). A recent assessment of the status of mental health care in Nepal
since the earthquakes of 2015 (Sherchan et al., 2017) pointed out a lack of a focal lead for mental
health within the Ministry of Health, no comprehensive plan for the mental health care of the
population outside of hospital care in major population centers. They point out that PHC
facilities are unable to provide basic mental health services.
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A comprehensive, continuum of mental health care is the ultimate goal for Nepal as well
as other countries worldwide, including preventive efforts (WHO, 2013). While those individuals
with severe, disabling disorders will continue to need psychiatric services at higher levels of
care, such as hospital care, preventive and community based care are stressed, services that are
needed but not readily available in Nepal (Jordans, Kohrt, Luitel, Komproe, & Lund, 2015). To
ease the burden of mental health struggles, a model for guidance is needed to help people in all
parts of the country, especially in rural areas with a sparsity of services.
The first step in creating a model is to assess those people who might be in need of care.
Most people outside of major cities use PHCs for all things medically-related. Thus, PHCs
provide the proper setting for conducting assessments. However, given the lack of training that
paramedics in PHCs possess, relying on them to make referrals or seek consultation based on
their untrained impressions is unworkable. Instead, short, easy-to-use, objective instruments that
can be administered to patients by paramedics are needed.
The Patient Health Questionnaire-9 (PHQ-9) (Kroenke, Spitzer, & Williams, 2001) is a
self-administered depression scale frequently used in primary health settings in the United States
(U.S.) and has been translated into Nepali (Kohrt, Luitel, Acharya, & Jordans, 2016). This
version contains culturally sensitive measures of distress and depression. It is designed to
identify significant clinical depression. Shortcomings of this translated instrument are that there
is a high incidence of false positives and that there are precious few referral sources to treat
psychiatric disorders outside of major population areas.
An organization, ChangeDirection (n.d.a), has a second assessment instrument that has
been translated into Nepali. ChangeDirection was an initiative that grew out of the White House
National Conference on Mental Health in 2013 by a group of concerned citizens and leaders
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from both the private and nonprofit sectors. ChangeDirection is partnered by the Substance
Abuse and Mental Health Services Administration of the National Institutes of Health
(SAMHSA). Its founding members include, among others, the National Association of Social
Workers, The American Psychological Association, and the American Psychiatric Association
(ChangeDirection, 2015).
This second instrument, designed as a screening and awareness instrument, is the Five
Signs of Emotional Suffering (Five Signs) (ChangeDirection, n.d.a). Five Signs contains five
icons with corresponding descriptions of personality changes, anxiety or anger, withdrawal,
neglect or unhealthy behavior, and hopelessness/suicidality. This instrument has undergone a
culturally valid and sensitive adaptation into Nepali that is part of an international movement for
outreach and support of those people experiencing emotional and behavioral problems (Adhikari,
2018). It is intended for people in distress, their friends, and family to understand the major
symptoms of behavioral and psychological problems. It differs from the PHQ-9 in the at the
former is to be used as a diagnostic tool to assess depression in order to determine those people
in need of services, while the Five Signs reflects five dimensions and is designed for self-, peer-,
or family-awareness of distress.
Once a need has been identified, either by the individual or by others, help in
ameliorating the distress is needed. In that there are gaps in the provision of mental health care,
especially in rural areas, guidance for helping those in distress is an important resource. Such an
instrument exists. That instrument is from ChangeDirection (n.d.b) in the form of an outreach
tool to aid people in mitigating some of the symptoms of distress - Healthy Habits for Emotional
Well-being (Healthy Habits) (see Appendix B). Healthy Habits is in English, lacking CCAs in
other languages.
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Methods

Six graduate students (four women, two men) attending a midwestern U.S. university
facilitated the adaptation of the Healthy Habits instrument. The university office for international
studies provided the name and email address for the president of the Nepal student organization,
who then recruited the other participants. All of the participants were from Nepal and bilingual in
English. One participant translated the original document which was written in English into the
Nepali target language. The other five served on the expert panel for editing the forward
translation.
The WHO (n.d.) guideline was used to create the CCA for this project. The goal of
translating from an original to a target language is to create a culturally equivalent, not literal,
translation that functions in the target language as it does in the original language. The steps to
achieve this end were as follows (WHO, n.d.).
1. Forward translation: A bilingual translator was chosen whose mother tongue, in
this case, is Nepali, but who is familiar with English. This person is a health
professional who is familiar with the terms of the instrument. In creating the
translation, additional instructions were given.
a. Instructions to this translator were to create a translation that is culturally
sensitive and understandable by a broad swath of the population of Nepal.
b. Idioms and words that might be offensive are to be avoided.
2. Convening a bilingual (in English and Nepali) ‘expert’ panel was the next step.
The panel reviewed the translation, making suggestions about word choice,
understandable language, and avoiding unclear, confusing, or offensive language.
a. WHO does not recommend a set number of panelists.
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b. The panelists should, and were, experienced in translating English
documents into Nepali.
c. It is preferred that the original translator be included in the panel.
d. A document was created that was a modification of the original
translation, based on recommendations of the panel.
3. Back translation: The instrument is then translated back in to the original
language, English, by an independent translator. This step is a verification that the
original translation, modified by the panel, when translated back into English, is
equivalent to the original document.
a. It is preferred that this translator’s mother tongue is English, but is
bilingual in English and Nepali.
b. As with the forward translation, the emphasis is on cultural equivalence.
c. Any discrepancies between the original document and the back translation
need to go back to the panel, as many times as necessary in order to arrive
at a conceptual equivalence.
4. Pre-testing and cognitive interviewing. This step is for validation of the
translation. However, the current project was an adaptation that did not involve
validation and thus, field testing this instrument was not included in the current
project.
Following the WHO guideline, a forward translation was created. The translator
(Translator 1) was a bilingual graduate student from Nepal attending a master of public health
program at a U.S. university. Instructions to the translator were to create a culturally equivalent,
not necessarily literal translation of Healthy Habits that would be appropriate for rural Nepalese
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citizens with little formal education. See Appendix C for the forward translation from English to
Nepali.
The second step of the process was to establish an expert panel comprised of individuals
who are bilingual in both the original and target languages. For this purpose, five graduate
students from Nepal who have studied at a university for at least a year were chosen to constitute
the panel. The original translator had returned to Nepal and was not available to participate in the
panel discussion. Instead, the individual who coordinated the translation of Five Signs
(Translator 2) is a doctoral level sociologist who works for the state-level department of mental
health and who grew up in Nepal, and whose mother tongue is Nepali. The directions to the
panel were to compare the original Healthy Habits document and the translation. They noted
problems in the accuracy of the forward translation, problems with cultural sensitivity, and
language that might not be understood by rural patients. The outcome of the panel discussion
was a two-page document of changes to the forward translation. These changes were reviewed
by the Translator 2, who approved that suggested changes. That document can be seen in
Appendix D. The resulting translation encompassing the original translation with the changes
recommended by the panel can be seen in Appendix E.
The WHO guideline recommends a bilingual translator whose native language is the
source document, English in this case. Attempts to find a local translator whose native language
is English but who is fluent in Nepali were unsuccessful. The person located in the geographic
area of this study best able to perform the back translation is a professional Nepali-English
translator (Translator 3) who has lived and worked in the U.S. for many years, but was born in
Nepal. The back translation may be seen in Appendix F.
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The comparison of the translation after the panel changes were made and the backtranslation was completed by the Translator 2 in conjunction with the author. There were no
significant discrepancies in the concepts between the original document and the back translation,
although the language was not identical due to the linguistic changes necessary for the Nepali
population.
Procedure
The outline of this project was presented to a faculty member who consented to serve as
the chair of the Independent Learning Experience (ILE) committee. The second committee
person, designated as the ‘reader’, was approached and agreed to serve in this role. This project
then was submitted to and approved by the director of the ILE.
Institutional Review Boards (IRBs) are convened to protect the welfare, rights and
privacy of subjects who are recruited to participate in research studies. It was determined by the
ILE director that this study is exempt from submission to the Institutional Review Board.
Reference is made to the U.S. Department of Health and Human Services Office for Human
Subjects Protection Chart 4 concerning exemptions for IRB review
(https://www.hhs.gov/ohrp/regulations-and-policy/decision-charts/index.html#c1). That chart is
shown in Appendix G.
The basis for this exemption is that the study is not experimental research in the sense
that it does not involve the manipulation of variables or interventions with subjects, private
information was not obtained, and the participants were volunteers. With respect to the
translators and expert panel, no personal date was collected beyond name, and university email
address, all of which is readily available on the university website.
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Permission to use Healthy Habits and translate it into Nepali was obtained from
ChangeDirection by the reader of this committee. The reader had experience and contact with
ChangeDirection in that he successfully completed the Five Signs (Adhikari, 2018) project with
ChangeDirection.
The next step was to find a translator for Healthy Habits into Nepali. This request was
made of a graduate student from Nepal who is bilingual and agreed to help with the project.
Instructions to this translator included the avoidance of slang, the use of rudimentary language,
and to strive for cultural equivalence rather than a literal translation.
Once the translation was obtained, an expert panel was chosen. An email was sent to the
contact for a campus organization of students from Nepal who reached out to other students. This
resulted in a panel of five bilingual students from Nepal who were willing to serve as panel
members.
Unfortunately, the original translator (Translator 1) left the university and returned to
Nepal in the midst of this project. The reader for the ILE offered to complete the process
(Translator 2). A teleconference was held that included the chair and reader of the ILE along
with the expert panel. None of the panel had seen the materials before the teleconference. Each
panel member was provided with the original version of the Healthy Habits and the translation.
The conference consisted of a reading of each section of both the original and target version of
the document. Each panel member made notes of recommended changes. After the
teleconference, the expert panel convened and condensed their recommendations from five sets
of notes to one set of recommendations. Those were presented to and accepted by Translator 2.
Once accepted, the changes were typed into the target translation and presented to
Translator 3. This person, previously described, had no prior knowledge of the project and had
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not seen the original or the target documents. Translator 3 then performed a back translation of
Healthy Habits from Nepali into English.
Both the original and back translated versions of Healthy Habits were compared and
approved by Translator 2 (who is the reader for this ILE) and the chair of the ILE to assure
equivalence. Once approved, the Nepali document was created in a format suitable for printing.
Results
The results of the study are in the form of the documents produced, as seen in the
appendices. The forward translation of Healthy Habits into Nepali is in Appendix C. The expert
panel’s recommended edits are in Appendix D. Appendix E contains the forward translation with
the edits. The back translation from Nepali to English is in Appendix F .
Discussion
The need for a rudimentary instrument is necessitated by the unique cultural and social
aspects of Nepal. There is a lack of terms for common psychiatric symptoms, as was discovered
by Kohrt, Luitel, Acharya, and Jordans (2016) in their attempt to create a culturally sensitive
translation of the PHQ-9 into Nepali. Their study differs from the current study in a number of
ways. They translated an instrument for diagnostic purposes that allowed them to refer
participants who were distressed or expressed suicidal ideation for counseling and or medical
evaluation in the Chitwan district where their study was conducted. Not every community has
skilled staff to conduct verbal assessments as was the case in the Kohrt et al. (2016) study, nor do
many other communities have the counseling or qualified medical staff for available services. In
more rural areas, only those with the most serious psychiatric disorders are referred to district
hospitals or larger population centers.
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The focus of the current study was to provide a CCA for support and guidance of those
individuals who have some lesser amount of distress such that they are able to maintain a healthy
level of functioning while remaining in the community. The next step for this project is to field
test the instrument to establish external validity (Beaton, Bombardier, Guillemin, and Ferraz,
2000). This will complete the WHO (n.d.) steps outlined previously. For that purpose, 30 to 40
people would be asked to read and discuss their reactions to Healthy Habits in order to determine
the extent to which it reflects the dimensions it intended to cover – (take care of yourself, check
in and get checkups, engage and have healthy relationships, relax, and know the Five Signs).
Healthy Habits, like Five Signs, is in such a form that it could easily be printed in the
form of a poster that could be hung in PHCs, schools, or other public places. The Healthy Habits
poster offers individuals ideas about ways of dealing with their issues without having to go
through a provider. It has the added benefit of giving others, not in distress, ways of helping
friends, family, or others in distress. For those individuals with care provided through PHCs with
staff untrained in mental health, some guidance on healthy steps to ease distress would be of
great benefit. Further, it encourages regular checkups at the PHC.
Healthy Habits builds on, and utilizes Five Signs, an instrument meant to identify, not
diagnose, distress. In fact, knowing the Five Signs is one of the Healthy Habits. Five Signs and
Health Habits are supported by an international organization, ChangeDirection. ChangeDirection
not only has the support of the major professional mental health organizations and SAMHSA, it
also has the support of public personalities such as Prince Harry (https://vimeo.com/164325450)
and Michelle Obama (https://youtu.be/VoDJrezLTbU). This level of affiliation and support
brings awareness of an international community to the needs of people in Nepal who are in need.
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To date, Five Signs has only been translated into two languages – Nepali and Spanish. Healthy
Habits has not previously been translated into any languages other than the original English.
Once there is an initial screening tool that is valid and reliable, there must be further
assessment of the individual’s unique struggles and the context in which they occur, as well as
determining goals to help the person in distress and viable ways of achieving them. This cannot
be accomplished by the administration of a simple screening test, nor can it be accomplished by
someone with the training of paramedics. Healthy Steps and other psychoeducational tools can
help people begin to make changes in their lives without professional intervention.
Further, the few mental health professionals in Nepal are clustered in major cities or in
regional hospitals, too remote for an in-person consultation for a given person in distress, unless
that distress is severe, as in the case of psychosis or suicidal risk. Cellphones present a readily
available solution to this problem. Most areas in Nepal have cell service and most people have
cellphones. With cellphones, it is possible for paramedics, patients, and professionals to
conference in real-time. In this way, patients who reveal distress on such instruments as the
PHQ9 or Five Signs can be interviewed in-person by a paramedic, with a mental health
professional conferenced in. That professional can gather more data, help set goals, and identify
means for achieving them that are at the level of paramedics.
Employing a model like this will involve training both paramedics and professionals with
the use of the screening instrument, a way of gathering biopsychosocial information, setting
treatment goals and a way of approaching their alleviation, and ways of assessing patient
progress toward these goals.
With this model, the distance between the paramedic and the professional is bridged by
use of telecommunications. Graduate students in psychology could be trained with this model,
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thereby creating a role for psychologists in rural villages without having to reside in them. It
could be a part of their graduate training.
Another opportunity for expanding professional outreach for mental health roles in Nepal
is to utilize the network of female volunteers in rural settings that has been established as a
priority by the Minister of Health. There is a demonstration project underway, under the auspices
of Duke University to train volunteers to promote cardiovascular health among women by
lowering their blood pressures that cellphones for telehealth consultation (Global Health
Institute, n.d.). This Duke University initiative could be expanded on to focus on basic mental
health issues.
The global mental health movement arose out of the realization that the burden of mental
disorders constituted a global health crisis. In low and middle income countries, most people
with mental health disorders do not receive treatment and, when they do, there are concerns
about the quality of care (Frankish, Boyce, & Horton, 2018). Moreover, models such as Problem
Management Plus (PM+) (WHO, 2016) that are intended to help people from low and middle
income countries who are in distress are rather complex and require at least 80 hours of training.
It is designed to be used under supervision that does not exist in rural communities. Other
approaches such as Psychological First Aid (PFA) (National Child Traumatic Stress Network
and National Center for PTSD, 2006) and the long-term follow-up to PFA, Skills for
Psychological Recovery (SPR) (National Center for PTSD and National Child Traumatic Stress
Network, 2010), are psychological programs designed for use after a traumatic event such as the
earthquake in Nepal. These approaches, like PM+, are detailed, involve a set of technical skills
not readily found in Nepal, and assume that an assessment and referral system is in place. Due to
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their complexity and the insufficiency of mental health referral facilities, PM+, PFA, and SPR as
impractical for most of Nepal, as are more traditional psychological treatments.
The Healthy Habits model is less comprehensive model that is not treatment per se but,
rather, a method of support and psychoeducational guidance. It suggests ways in which people
can alter their behavior, use their medical clinic, find social support and inner peace, and know
the signs of emotional distress. Were it used in the form of public posters or in social media sites,
it could reach much of the population.
The current project is consistent with the recently published United Nations Sustainable
Development Goals (SDGs) (Patel et al., 2018) for mental health. This includes prevention as
well as effective treatments, the provision of mental health care within primary health care, the
use of paraprofessionals, the inclusion of family members, and the use of social interventions
along with psychological and medication-oriented therapies.
Healthy Habits could also be used in conjunction with a telehealth consultation model in
which people who need more than Healthy Habits can be in touch with mental health
professionals via their cellphones. For some, Healthy Habits may be enough for increased
functioning and community support.
The components of a potential comprehensive model are summarized in Figure 1 and
represents a model for overcoming roadblocks to treatment in that each of the components
provides a pathway toward stability and a higher level of functioning. In its simplest form, it
would involve paramedics assessing all patients with Five-Signs or a more diagnostic tool such
as PHQ-9. For those patients who endorse one or more of the symptoms, a consultation would
occur with a mental health professional. This consultation would occur via cellphone and include
the patient. Volunteer but untrained social workers who live in the community would have input
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about larger socio-cultural considerations of the person’s needs. For those in need of more
comprehensive services, a referral would be made to a regional hospital where mental health
services would be available, with a consultation note forwarded to the hospital by the mental
health professional who conducted the cellphone consultation

Enhance
Mental
Health
Services

Figure 1. A model for providing mental health services.
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Appendix C – Forward Translation into Nepali

efjgfTds lxtsf nflu :j:Yo afgLx?
sf]lx efjgfTds kL8fdf 5 eg] Tof] kL8fnfO{ klxrfg ug{ cToGt} dxTjk"0f{ x'G5 . cfkmnfO
' { efjgfTds :j:Yo s;/L /fVg] eg]/
hfGg klg Tolts} cfaZos 5 . efjgfTds lxtsf nflu :j:Yo afgLx? s] xg'\ t < tL ltgLx? xg' hf] ;an
} ] l;Sg ;S5g\ .
cfk'mnfO{ s'g afgLn] ;xof]u u5{ eg]/ klxrfg u/L cEof; ug{ ;S5f}+ .
!_ cfk\mgf] x]/rfx ug{–]
Vffg,] ;Tg
' ] / ;lso| aGg] . xfdL w/}} h;f] ;f]Rb5f}+ ls oL afgLx? dfgl;s ;Gt'ngsf nfuL slt cfjZos
5g\ eg]/ – t/ of] w]/} g} dxTjk"0f{ 5 .

@_ hfrF ugxf
'{ ;–
]
xfdL xfd|f] zfl/l/s :j:Yosf] nfuL hfrF u/fp+b5f+} – bftsf
F ] x]/larf/ ug{ bGt lrlsT;ssfdf
] hfG5f+}, uf8L
dd{t ugsf
{ nfuL dsflgs
]
sfxf+ hfG5f}+ ======= . ca efjgfTds :j:Yosf] nfuL
lhDd]jf/L lng] ;do cfPsf] 5 . cfk\mgf] 8fS6/;u+ ,;Nnfsf/;u+ , laZjfl;nf] dfG5];u+ ,cfk\mgf]
kl/jf/;u+ / ;fyL;u+ s/f
' ug'{xf;
] ;fy} plgx?sf] efjgfTds :j:Yosf] klg Vofn ug{'xf]; .

#_ cfk\mgf] ;fyL / ;Ët a'l¢dfgLsf] ;fy r'Ggxf;–
' ]
tkfOsf
{ ] ;DaGwx?df Wofg lbgxf
' ;
] . olb ;DaGwx? /fdf| 5gg
} \ eg] xfdL :j:Yo /xg ;Sbgf
} +} .

$_ cf/fd u/f}–+
cfk\mgf] tgfj sd ug]{ tl/sfx? l;sf}+ . cfk'mnfO{ s] ubf{ tgfj sd x'G5 To;nfO{ lgoldt cEof;
u/f}+ h:t}– Wofg ug]{ , bf}8g] , a'Gg] , gfRg] , ufpg] , n]Vg] cflb .

%_ efjgfTds kL8fsf kfrF nIf0fx? Yffxf kfO/fvf–}+
JolQmTjdf kl/jt{g , lrGtf jf 56\kl6 , PSnfkgf
] , JolQmut x/rfxdf
]
cle?lr , lu/fj6 jf cfzflxgtf .
oL kfrF nIf0fx? xg' \ . s;}n] Pp6f jf a9L nIf0fx? k|bzg
{ ug{ ;S5g\ . hLjgdf
w/]} kl/l:yltn] efjgfTds kL8f lbg ;S5 . oL tkfOn
{ ] cfk\ mGt jf dgkg]{ JolQmdf oL nIf0fx?
b]Vg' eof] eg] pgLx?;u+ h'8\g] , s'/f ug]{ / d2tsf] k|:tfj /fVg' xfnf
] .

olb ;a}hgf dfgl;s :j:Yosf] af/]df vNnf
' / OdfGbf/ xg' ] xf] eg], xfdL o;af6 xg' ] b'Mv ,kL8f /fSgsf
]
;fy} x/s
] dflg;nfO{ arfpg+ / cfjZos ;xofu] k'¥ofpg ;Sb5f}+ .
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Appendix E – Forward Translation with Edits

efjgfTds lxtsf nflu :j:Yo afgLx?
sf]lx efjgfTds kL8fdf 5 eg] Tof] kL8fnfO{ klxrfg ug{ cToGt} dxTjk"0f{ x'G5 . cfkmnfO
' { efjgfTds :j:Yo s;/L /fVg] eg]/
hfGg klg Tolts} cfaZos 5 .
efjgfTds lxtsf nflu :j:Yo afgLx? s] x'g\ t < tL ltgLx? x'g hf] ;a}n] l;Sg ;S5g\ . cfkmnfO
' { s'g afgLn] ;xof]u u5{
eg/] klxrfg u/L cEof; ug{ ;S5f+} .
!_ cfk\mgf] x]/rfx ug{–]
Vffg,] ;Tg
' ] / ;lso| aGg] . xfdL w/}} h;f] ;f]Rb5f}+ ls oL afgLx? dfgl;s ;Gt'ngsf nfuL slt cfjZos
5g\ eg]/ – t/ of] w]/} g} dxTjk"0f{ 5 .

@_ hfrF ugxf
'{ ;–
]
xfdL xfd|f] zfl/l/s :j:Yosf] nfuL hfrF u/fp+b5f+} – bftsf
F ] x]/larf/ ug{ bGt lrlsT;ssfdf
] hfG5f+}, uf8L
dd{t ugsf
{ nfuL dsflgs
]
sfxf+ hfG5f}+ ======= . ca efjgfTds :j:Yosf] nfuL lhDdjf/L
]
lng] ;do cfPsf]
5 . cfk\mgf] 8fS6/;u+ ,;Nnfsf/;u+ , laZjfl;nf] dfG5;u
] + ,cfk\mgf] kl/jf/;u+ / ;fyL;u+ s'/f ug{'xf;
] ;fy}
plgx?sf] efjgfTds :j:Yosf] klg Vofn ugxf
'{ ;
] .
#_ cfk\mgf] ;fyL / ;Ët a'l¢dfgLsf] ;fy r'Ggxf;–
' ]
tkfOsf
{ ] ;DaGwx?df Wofg lbgxf
' ;
] . olb ;DaGwx? /fdf| 5gg
} \ eg] xfdL :j:Yo /xg ;Sbgf
} +} .

$_ cf/fd u/f}–+
cfk\mgf] tgfj sd ug]{ tl/sfx? l;sf}+ . cfk'mnfO{ s] ubf{ tgfj sd x'G5 To;nfO{ lgoldt cEof; u/f}+
h:t–} Wofg ug]{ , bf}8g] , a'Gg] , gfRg] , ufpg] , n]Vg] cflb .

%_ efjgfTds kL8fsf kfrF nIf0fx? Yffxf kfO/fvf–}+
JolQmTjdf kl/jt{g , lrGtf jf 56\kl6 , PSnfkgf
] , JolQmut x/rfxdf
]
cle?lr , lu/fj6 jf cfzflxgtf .
oL kfrF nIf0fx? xg' \ . s;}n] Pp6f jf a9L nIf0fx? k|bzg
{ ug{ ;S5g\ .

hLjgdf w]/} kl/l:yltn] efjgfTds kL8f lbg ;S5 . oL tkfO{n] cfk\ mGt jf dgkg]{ JolQmdf oL nIf0fx? b]Vg' eof] eg]
pgLx?;u+ h'8g\ ] , s'/f ug]{ / d2tsf] k|:tfj /fVg' xf]nf .
olb ;a}hgf dfgl;s :j:Yosf] af/]df vNnf
' / OdfGbf/ xg' ] xf] eg], xfdL o;af6 xg' ] b'Mv ,kL8f /fSgsf
]
;fy} x/s
] dflg;nfO{
arfp+g / cfjZos ;xofu] k'¥ofpg ;Sb5f}+ .
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Appendix F – Back Translation
BACK TRANSLATION
Healthy Habits for Emotional or Spiritual Well-Being
Are you troubled by anxiety, sadness or pain? It is very important to find such emotional pain.
What kind of habits do you need to follow in order toasty healthy emotionally? Let’s look at
some of the points below and exercise them.
1.

Take care of yourself

How much we love and take care of our little children. Similarly, it is important to take care of
ourselves. Eat well, get good sleep, and live an active life. Eat healthy food and keep yourself
and your house clean. Even though these habits look normal to you, they are is very important
for your mental health.
2.

Don’t hesitate to get help.

When we get sick we go to the doctor. In a similar way, if you are troubled by emotional pain,
you will also need help. When you share your pain with your sisters, brothers, or parents, you
will feel relief. If this doesn’t relieve your emotional pain, you should go to the nearby health
clinic or a doctor.
3.

Choose good friends.

Pay attention to your relationships. Bad relationships can cause emotional distress.
4.

Relax and rest your mind, and be creative!

Let’s learn some ways to reduce mental stress. For example, meditate, run, knitting, dance, or
sing, joke, or read books with your neighbors, take part in plays, draw, write stories or poems,
always be creative.
5.

Know these five signs of emotional pain.

Changes in your personality. Always feeling anxious or worried. Feeling lonely. A decline in
your personal care. Always feeling disappointed.
If you notice these kinds of signs in your friends, then give them emotional support. Try
to help as much as you can and teach them these points that you read here. Don’t get angry with
them and don’t gossip about them.
Everybody should look at emotional health in a natural way. Let’s take care of our health
honest, open way and then when needed, don’t hesitate to ask for help. Show love to those who
are in emotional pain and try to help them as much as you can. By doing this, you, your family,
and our society, will thrive.
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Appendix H – List of Competencies Met in Integrative Learning Experience

CEPH Foundational Competencies
Evidence-based Approaches to Public Health
2. Select quantitative and qualitative data collection methods appropriate for a given public health context
4. Interpret results of data analysis for public health research, policy or practice
Planning & Management to Promote Health
8. Apply awareness of cultural values and practices to the design or implementation of public health policies or
programs
9. Design a population-based policy, program, project or intervention
11. Select methods to evaluate public health programs
Policy in Public Health
14. Advocate for political, social or economic policies and programs that will improve health in diverse
populations
Communication
18. Select communication strategies for different audiences and sectors
19. Communicate audience-appropriate public health content, both in writing and through oral presentation
20. Describe the importance of cultural competence in communicating public health content
Interprofessional Practice
21. Perform effectively on interprofessional teams
Systems Thinking
22. Apply systems thinking tools to a public health issue

WSU MPH Concentration Competencies
Population Health
1. Use evidence based problem solving in the context of a particular population health challenge.
2. Demonstrate application of an advanced quantitative or qualitative research methodology.
3. Demonstrate the ability to contextualize and integrate knowledge of specific population health issues.
4. Address diversity when evaluating population health issues related to improving population health, reducing
disparities, or increasing equity.
5. Analyze public health as part of larger inter-related systems of organizations that influences population health at
the local, regional, national, and global levels.

